were comparable with those by the reference assays. However, the results emphasize the well-established fact that antibodies of different origin do not necessarily provide identical results across the broad range of analyte concentration encountered clinically (14). The clinical correlation between the results by the kit and those by Al in the limited clinical groups studied was closer than that between A2 results and the kit results. Some of this latter discrepancy might be attributable to a dilution of serum samples with the human serum supplied with the kit but, more probably, the magnitude of differences is simply intrinsic to two assays that involve different sample volumes and different antibodies to thyrotropin. Finally, our studies did not confirm the previously noted possibility of choriogonadotropin cross reactivity with thyrotropin (2). We conclude there is no need to adjust normal ranges or alter reportability of the assay for pregnant patients, at least for the lot of antibody to thyrotropin used in this study. 439-441 (1984) 4. Pekary AE, Hershman HM, Parlow AF. A sensitive and precise radiounmunoassay for human thyroid-stimulation hormone. Ibid. 676-684 (1976). 5. Hershman JM, Pittman JA Jr. Response to synthetic thyrotropin-releasing hormone in man. Ibid. 31, 457-460 (1970 in other indices to cardiac status such as lactate dehydrogenase isoenzyme 1. Rapid, accurate, and analytically sensitive methods for assay of CK-MB are therefore highly desirable.
4. Pekary AE, Hershman HM, Parlow AF. A sensitive and precise radiounmunoassay for human thyroid-stimulation hormone. Ibid. 676-684 (1976 capable of detecting CK-MB activity as low as 1.0 UIL. They could find increases in CK-MB within the first 6 h of illness in 70.9% of their subjects who were subsequently diagnosed as having had a transmural MI and in all of their subjects who were subsequently diagnosed as having had a nontransmural MI. I calculated the sensitivity, specificity, and efficiency for the overall study from their data and they were 76. On the basis of these considerations I designed a study to determine the diagnostic efficacy of measurements of CK-MB at admission (0 to 10 h after the onset of chest pain) by the Embria-CK method. I compared the sensitivity, specificity, and efficiency of the rn& method and the cellulose acetate electrophoresis and Du Pont CK-MB ion-exchange column-chromatographic methods. In addition, I compared the utility of measurements made at the time of admission with those obtained in serial testing over 24 to 48 h for the same patients.
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Materials and Methods
All 43 subjects in this study were admitted to our intensive care unit, where MI was eitherdiagnosed or ruled out on the basis of the presenting symptoms, past medical history, electrocardiograph results, "flipped" LDH-1ILDH-2 pattern, and the clinical course. Sixteen patients were thus diagnosed as unambiguously having MI and 27 as unambiguously not having an MI. Blood was sampled from these patients at admission and at 24-h intervals thereafter, regardless of the time of onset of symptoms. The initial blood samples were drawn less than an hour to 10 h after the onset of chest pain, two to six samples from each patient. Each serum sample was assayed for CK-MB by all three of the methods studied. In addition, we assayed each sample for total CK, using an American Monitor Kinetic Discrete Analyzer and American Monitor reagents;the normal range forthisassay is 0-160 U/L. Celluloseacetateelectrophoresis 
Results and Discussion
The between-run CVs for the nu procedure were 9.7 and 6.0% with means of 6.56 and 28.3 EUIL, respectively, as In the electrophoresis method, the resolved CK isoenzymes were viewed in ultraviolet light, and the presence or absence of CK-MB was noted. In confirmation, I scanned the plates with a Helena Quick Scan densitometer. The diagnostic sensitivity, specificity, and efficiency for each of the three CK-MB assay procedures, based on single blood samples drawn at the time of hospital admission, were calculated by the standard equations of Galen and Gambino (9). As Table 1 shows, the nut results were the most useful diagnostically for admission-sample analysis. Use of the 3.0 Table 1 EU/L value for the upper limit of normal resulted in the highest sensitivity (87.5%) and the highest efficiency (85.0%), while the other two cutoff values gave the highest specificity (100%). For serial testing on the same patients, the electrophoresis method has a sensitivity of 100%, a specificity of 83.3%, and an efficiency of 90.0%. The nu procedure had a sensitivity that ranged from 75.0 to 100%, depending on the value used as the upper limit of normal. In general, all of the methods I studied produced diagnostic sensitivities, specificities, and efficiencies for admission sample testing that were lower than for serial testing.
A test for MI should have a high efficiency, a false negative being as undesirable as a false positive (9) . The Embria-CK mz method produced comparable efficiencies for both hospital-admission-samples and serial testing, 85.0 and 87.5%, respectively. Cellulose acetate electrophoresis is about as efficient as the mi.t. method (82.5%), but less sensitive. The Du Pont CK-MB method, a relatively rapid procedure that may be used in an urgent situation, has the lowest diagnostic efficacy of the three methods studied for admission sample testing.
I conclude that, although not ideal, nu provides good diagnostic efficacy for the detection of MI 0 to 10 h after the onset of chest pain. Nonetheless, serial testing at 12-h intervals, beginning when the patient is admitted, remains necessary to confirm the diagnosis.
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an analytical and preparative technique that is sensitive to cell-membrane properties. When the neutral polymers dextran and poly(ethylene glycol) (PEG) are mixed in aqueous solution above certain concentrations, two phases form, with PEG predominating in the upper phase and dextran in the lower.
These systems can be rendered isotonic and buffered to physiological pH by the addition of various salts. Cells can be selectively partitioned into the upper phase in appropriately buffered systems on the basis of several cell-surface properties, including affinity for PEG molecules esterified to various saturated and unsaturated long-chain fatty acids (11-14). In the latter case the fatty anyl tails appear to intercalate into the lipid bilayer and (or) bind to other hydrophobic sites on the cell surface, coating the cell with PEG molecules. The PEG-coated cells exhibit dramatically increased affinity for the upper, PEG-rich phase.
In recent experiments we have attempted to differentiate between normal and MS erythrocytes with respect to their hydrophobic surface properties on the basis of their partition in two-phase systems containing micromolar concentrations of PEG esters of stearic (C18:0) acid and linoleic (C18:2)
acid.
